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Introduction
The development of a mycotic aneurysm is a rare
complication in immunosupressed patients and is
often a sequel of bacterial endocarditis.1 Minimally
invasive techniques are the treatment of choice
because of the usually poor clinical status of these
patients as well as their immunosupression.1,2 We
present a case of a mycotic aneurysm of the left
external carotid artery treated endovascularly with an
uncovered stent.
Case Report
A 37-year-old man with a long history of drug abuse
was admitted to hospital with fever, headache and
arthralgia of 5 weeks duration. The patient was known
to be sero-positive for hepatitis B and C. Investigation
of the fever, due to septicemia, revealed endocarditis
and severe mitral valve regurgitation. The patient
developed a bulky pulsatile enlarging mass in the left
cervical region. Digital subtraction angiography (DSA)
performed on the same day revealed a saccular
aneurysm (18.6 £ 13.2 mm) arising from the left
external carotid artery (Fig. 1).
Due to the co-morbidity of the patient it was
decided to perform a percuteanous endovascular
intervention rather than open surgical repair. Using a
transfemoral approach a 7-French guiding catheter
was placed in the proximal external carotid artery and
a stent (Aku-Link, Guidant) was deployed under
biplanar road map control. The self-expanding stent
(5 mm in diameter £ 20 mm long) covering the large
neck (13 mm) of the saccular aneurysm was dilated
with a balloon catheter (UltraSoft, Boston Scientific) to
ensure good wall apposition (Fig. 2(a)). No additional
coil was applied and no complications occurred.
Angiography following stent placement revealed that
the flow in the aneurysm was considerably reduced
with no compromise to the flow in the external carotid
artery (Fig. 2(b)). Colour-coded Doppler sonography 2
days later showed total occlusion of the aneurysm,
which was confirmed by MRA 1 week later. The initial
antibiotic treatment with penicillin and gentamicin
was continued for 6 weeks. The severe mitral valve
regurgitation required valve replacement 5 months
later. The CT-scan at 6 month after stenting showed no
recurrence of the aneurysm with normal contrast
enhancement in the left external carotid artery.
Discussion
The pathogenesis of mycotic aneurysm varies;
approximately 45% result from general infection
with septicemia.3,4 Due to the clinical status of the
patient the available surgical options may be limited.
As catheter angiography is usually performed to
evaluate the extent and anatomy of the aneurysm the
endovascular approach under antibiotic treatment
might be favoured in these circumstances. In this
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case DSA and interventional exclusion was carried out
in only 30 min under local anesthesia of the groin.
The directional effect on the blood flow through the
stent lead to thrombosis and total occlusion of the
saccular aneurysm. In cases of persisting perfusion a
secondary additional stenting, coiling or other surgical
intervention remains an option.5 The avoidance of a
general anaesthesia as well as the limited introduction
of foreign material minimised the risk of intra- and
postinterventional complications. However, interven-
tion as well as surgical ligation introduces a foreign
body with the concomitant risk of prosthesis infection.
The application of an uncovered stent compared with
a walled stent reduces the risk of thrombembolic
events and may be a reasonable option for the
treatment of mycotic aneurysms.
References
1 Chapot R, Houdart E, Saint-Maurice JP et al. Endovascular
treatment of cerebral mycotic aneurysms. Radiology 2002; 222:
389–396.
2 Lepore V, Lonn L,DelleM et al. Endograft therapy for diseases of
the descending thoracic aorta: results in 43 high-risk patients.
J Endovasc Ther 2002; 9:829–837.
3 Heyd J, Yinnon AM. Mycotic aneurysm of the external carotid
artery. J Cardiovasc Surg 1994; 35:329–331.
4 Grossi RJ,Onofrey D, Tvetenstrand C, Blumenthal J. Mycotic
carotid aneurysm. J Vasc Surg 1987; 6(1):81–83.
5 Remonda L, Schroth G, Caversaccio M et al. Endovascular
treatment of acute and subacute hemorrhage in the head and neck.
Arch Otolaryngol Head Neck Surg 2000; 126:1255–1262.
Accepted 3 June 2004
Fig. 1.
Fig. 2.
J. Gralla et al.38
EJVES Extra, 2004
